satisfactory. It is not by any means a difficult procedure if a free incision is made and the whole of the outer wall of the bony capsule is removed by nibbling forceps so as to produce a saucer shaped cavity without any overhanging edges, and then with a suitable dissector the cyst wall is easily peeled out. In removing the cyst great care should be taken to avoid opening the antrum or the cavity of the nose, and if either cavity is opened a permanent fistula may result. If the antrum is accidentally opened, then I agree with Mr. Tilley that drainage of the antrum by removing the antro-nasal wall is necessary.
Care should be taken not to remove too much of the lower edge of the cyst and encroach on the palate, and I should like to know the opinion of dental surgeons as to how much of the palate can be removed without disadvantage.
I never pack any cysts, and only in one out of the eighteen cases was it necessary to resort to gauze packing soaked in Whitehead's varnish to control heemorrhage, and in that case the h,%morrhage was definitely due to faulty operative technique. Packing promotes sepsis, delays healing, and is irksome to the patient.
Mr. J. H. Gibbs, of Edinburgh, gave a clear account of the removal of dental cysts by dissection at the International Dental Congress, 1914, so that further description of the operation is unnecessary.
Mr. J. G. TURNER (in reply).
The endothelial cells described by Mr. Mummery are to be found commonly in the early solid stage of dental cyst formation. The large epithelial cells undergoing (?) colloid degeneration are also to be found on inflammatory gum-tags. In operating I never encroach on the palate or the nose; a perforation in either direction is extremely difficult to close. I do not think the cases of dentigerous cyst of the ascending ramus require an external wound. I have treated three such cases, equally extensive, by internal operation and the use of vulcanite plugs. Mr. Hopson's case smees to have been a dental cyst connected with a temporary tooth-if it can be substantiated it stands as the first on record. I have never yet had to open into the nose as Mr. Tilley suggests and I have treated cases in which the face seemed to be all cyst. I think I can make the mouth as clean a cavity as the nose, and I know I can drain into it more easily. The patient is quite comfortable with the vulcanite plug and daily syringing and is spared an attack of "sinusitis" whenever he gets a "cold in the head."
Section of Odontology
The differentiation between dental and dentigerous cysts has been disputed. I hold to the distinction between the two conditions because, in point of fact, a dental cyst always arises as a result of chronic sepsis in connexion with an infective tooth-root, while a dentigerous cyst arises as an exaggeration of a process which is part of the normal mechanism of eruption and has always the crown of a tooth projecting into its cavity. Its starting-point appears to be an obstruction to eruption, and its histological origin is the epithelial-lined crypt of the unerupted tooth-crown. The dental cyst is, in one sense, a sequestration cyst. It has its origin in the last possible remnants of the enamel organ, the remains of the epithelial sheath of Hertwig. From the earliest formation of the epithelial tooth-band to this last moment of root-determination by the epithelial sheath of Hertwig there is a continuous sequestration of epithelial masses, and from them are formed supernumerary teeth, solitary cysts, multilocular cysts, various odontomes, even carcinomata. Cysts encroaching on an unerupted tooth from the side or from the apical area seem to have been classed as dentigerous cysts, and hence, I think, has ari,en the confusion it is sought to clear up. In that they are sequestration cysts they are allied not to dentigerous but to dental cysts, and the similarity would be all the greater if an infective origin could be proved.
